I was interested to read the review article on age-related macular degeneration (AMD) by Tariq Ayoub and Nishal Patel. 1 While the article discussed in great detail the pathogenesis, diagnosis and management of AMD, the authors failed to mention the effect of all this on a patient's quality of life, thus supporting the findings of Stein et al. 2 that clinicians undervalue or are not well aware of the broad impact of AMD on health-related quality of life.
In fact, there is significant evidence that AMD reduces quality of life 3 and that in severe forms of the disease this is comparable to a patient with end-stage prostate cancer. 4 Furthermore, measures of quality of life, e.g. MacDQoL, 5 can be (and have been) used as outcome measures to determine the effectiveness of various interventions, including many mentioned in the review article. Dematuration I read with interest the paper by Nowak and Hubbard 1 on falls, frailty and complex systems failure. Some 30 years ago when I started in general practice, I was struck by the obvious similarities between the natural stages of childhood development and the almost exact reverse counterpart seen in ageing. From this perspective, the flourishing business of local residential homes for the elderly seemed a logical family substitute providing similar functions of supervision, care and support, addressing independence, cognitive function decline, emotional needs, mobility and continence.
This, then, was the 'cradle to grave' domain occupied by general practice which I began to see as maturation: the differential processes in complex biological systems that lead to the attainment of full and independent adult functional capacity, through to the systems failure seen in ageing. Extrapolating from Nowak and Hubbard's paper perhaps a concise name would be useful to describe this process and I would suggest dematuration, the reverse of maturation.
This model offered a greater understanding of much of my daily workload and 30 years on, fundamentally, little has changed. medicine from a 'one-to-one relationship behind closed doors' to one where an appreciation for the wider context in which we practice is essential. Doctors must engage with quality improvement as part of good medical practice. 2 Quality in healthcare is not just concerned with outcome targets (of which there are many); quality is primarily concerned with healthcare processes -including education, patient safety, decisionmaking, partnership with patients and others. While I am a fan of evidence-based medicine (EBM), EBM typically does not offer guidance on what processes one must adopt in order to achieve the goals set out by EBM. Trials often try to define the best medical treatment or surgical intervention. However, the processes that clinicians go through to incorporate evidence into care are equally as criticalso that eventually, evidence is translated into patient outcomes. Quality in healthcare should matter to doctors. Grand technology, like the da Vinci robot 3 is great, but reaching a good quality decision about the right treatment for a specific patient, teamwork in theatre, patient safety and the patient's experience are all equally as crucial in achieving a good outcome. 4
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